operation at 9. This is one of the reasons why the operation is so bloodless. It is a question of having all the preliminaries well done, not hurrying the operation, and taking care to restrict beforehand any indulgence in tobacco and alcohol, and having the blood-pressure determined. One man thus operated upon had double aortic trouble, albuminuria and cirrhosis of the liver, yet his operation went as smoothly as in any other case: he was thoroughly prepared for five days beforehand in a nursing home. We occasionally meet with a growth which is semi-pedunculated. The second patient was a case of the kind. I have published a case in which the patient came into my study with such a pedunculated little "currant " growth of one vocal cord, so simple looking that on the spot I lifted it off with Mackenzie's forceps, but when the report was that it was epithelioma, I did laryngofissure. In another case the patient came to the out-patient room with a pedunculated growth, which I regarded as malignant. I took it off and it proved so, and I did laryngofissure, but what we then removed proved to have no cancerous elements in it at all. This shows how superficial some of these early .cases may be. But most of the cases I have had have been thoso in which the cord was simply infiltrated, just as it might be by a syphilitic deposit, and preliminary removal of a portion for microscopical examination would be impossible. You would have to take out a piece right through the middle in order to get a satisfactory microscopical examination. (February 2, 1917.) Extrinsic Cancer of the Larynx Two and a Half Years after Operation through the Side of the Neck.
By WILFRED TROTTER, F.R.C.S., and Sir STCLAIR THOMSON, M.D.
G. H., AGED 58, presented himself at King's College Hospital on February 24, 1914, with a reddish, slightly cauliflower growth of the left aryepiglottic fold, well limited and only extending a little way down towards the pyriform fossa. The Wassermann reaction was negative. Under cocaine a good portion of the growth was removed by the indirect method and reported to be a squamous-celled carcinoma. One gland was felt under the sternomastoid, just behind the left angle of the jaw. The case was transferred to Mr. Trotter, at University College Hospital.
First operation, Maith 31, 1914: Glands removed from the left side of the neck and found to be reaching from the base of the skull to' below the clavicle. The sternomastoid was removed with the glands. The thoracic duct was cut and ligatured. This was followed by leakage of chyle into the wound, which was a long time in healing. Second operation, June 9, 1914: A somewhat low tracheotomy was done. The larynx was approached through the old wound in the neck. The left ala of the thyroid cartilage was removed. Growth was found to be limited to the left aryepiglottic fold and about the size of a threepenny-piece. This was removed with the clear area of a third of an inch all round. The pharynx was sutured with catgut and a drainage tube inserted. The tracheotomy tube was left in for two days. The patient was discharged from hospital on July 3.
Although subject for many years to chronic bronchitis, and a heavy smoker, the patient remains well, with a good rough voice. In spite of the removal of the left arythnoid and left thyroid cartilage, it is remarkable that there is no glottic stenosis. There is a good fixed cicatricial band on the left side, which acts as a vocal cord.
DISCUSSION.
Mr. W. G. HOWARTH: I have operated upon one or two of these cases by Mr. Trotter's method, as he described it in his College of Surgeonslectures. In some cases the growth has been too high or too low for my ability.
I would ask Mr. Trotter how he deals with the cases in which the growths are in the pharyngeal wall, up to the angle of the jaw; whether he does a snipping of the jaw and a turning up of the ramus, or whether he has some other method of getting at them? How does he reach the growth when it extends downwards behind the pyriform fossa and deeper down on the edge of the cesophagus ?
Dr. WATSON-WILLIAMS: Is Mr. Trotter in the habit of removing the sternomastoid with the glands? And, in removing the ala, was the incision carried sufficiently high to divide the superior laryngeal nerve going beneath the ala on -that side? If one can preserve that nerve, it is very helpful, because one of the greatest dangers in connexion with all these laryngeal operations is the loss of cough reflex. That is one of the reasons we remove our tracheotomy tube after laryngofissure, and why Sir StClair Thomson's patients did well when sitting up, because they had the best chance of responding to the calls of the superior laryngeal nerve. I show a rough drawing of a case in which there was a malignant growth which appeared to be in the back of the left arytwnoid. To approach it from the front by laryngofissure would have made it difficult to deal with the posterior aspect of the arytenoid, especially as the growth extended downwards to the back of the cricoid, so I approached it by opening the pharynx,laterally. I got sufficiQnt space by exposing the inferior constrictor and making an incision from below the level of the upper border of the thyroid ala to nearly the lower border, and dragging the thyroid ala forcibly forwards, so as to get some rotation of the larynx. As intratracheal ancesthesia was used no tracheotomy tube was needed. Blood was prevented from getting into the trachea or larynx from the occlusion by the tracheal anaesthetic tube. In this way the left arytaenoid was removed in toto, and the back of the cricoid cleared. The ala of the thyroid cartilage was intact, and hence there was no chance of subsequent falling in laterally, and, more important, the limited incision left the superior and external laryngeal nerves intact.
Diagram showing exposure of lateral and posterior aspects of larynx on the right side of neck, obtained-, by dividing the inferior constrictor along the posterior border of the thyroid ala, which is then forcibly drawn forwards. The dotted area on the left posterior cricoid wall shows the region occupied by the malignant growth. Above this the intratracheal anasthesia tube is seen, and to the right of it the right arytoeno-epiglottidean fold.
Sir STCLAIR THOMSON: I suppose it was inevitable, but I notice that there was a lapse of nearly four months between the diagnosis of the nature of the case and the removal of the disease. Mr. Trotter removed the glands, leaving the other operation till later. I suppose it was due to the leakage of chyle: otherwise, I take it, he would push from one procedure to the other as soon as possible. It was a great surprise to me that only one gland was felt under the sternomastoid, yet at the operation it was found that the glands reached from the base of the skull to the clavicle. Mr. Trotter said other cases promised well: I remember one which promised best of all, and I forget why, but the patient suddenly died. Is the shock more marked in these cases after this extreme dissection ? And is it a warning which should put us on our guard? The whole of one half of the thyroid cartilage was removed on one side, and the left ala was removed. There is no stenosis. In some of my laryngofissures, where I had to take out the whole of one vocal cord, and perhaps three-fifths of the other, there was some stenosis. Formerly the patient could bicycle, and run upstairs, but after the operation he could not. -not give enough room upwards, I divide the jaw also, though where this is necessary it is very improbable that the case would be cured by operation.
When these growths get beyond a certain size, although it is technically possible to remove them and the result looks encouraging, they almost always recur. When a primary growth demands some procedure which is unusually heroic the prospect of cure is not generally good enough to recompense the patient for the discomforts of the operation and convalescence. Hence it is unusual for me to divide the jaw after removing the thyroid ala. There is no difficulty in obtaining increased access downwards. Free division of the infrahyoid and sternomastoid muscles with removal of the lateral lobe of the thyroid gland give access to the 4esophagus as far down as the clavicle. With regard to extensive operations, the subject of removal of glands is on an entirely different footing. I am not at all alarmed by extensive gland infection, provided the glands remain isolated, and are not fixed to surrounding structures. Under such circumstances, we can almost guarantee a cure if we do an operation which is sufficiently drastic. The cases must be divided into two groups: The first group includes those cases in which the glands are not palpable; in this the ordinary operation is done without removal of the sternomastoid. The second group includes those cases in which the glands are palpable, and here we divide the sternomastoid and jugular vein close to the clavicle and remove the glands, fat, connective tissue, muscle and vein in one mass up to the skull. This case had one of the most extensive glandular involvements I have ever seen, but owing to the fat muscular neck it was practically impossible to detect the condition. We had even to divide the thoracic duct, in order properly to clear the lower end of the posterior triangle, and yet there is complete freedom from any evidence of glandular recurrence. As to dividing the superior laryngeal nerve, this is not usually important since we are usually about to remove the area to which the nerve is distributed. In a purely exploratory operation the nerve of course should be preserved until we know whether a radical excision of the growth is possible. With regard to rotating the larynx, I have done that several times in exploratory operations on the epilaryngeal region, but it gives a less satisfactory access to the region in question and I see no objection to removing the ala of the thyroid; it does not cause subsequent stenosis and it gives admirable access to the upper larynx. With reference to the dangers of the operation in comparison with those of laryngofissure, the difference is a very obvious fact of experience, and it is due to the fact that these epilaryngeal tumours are, technically, growths of the pharynx, not of the larynx. As long as we keep inside tne larynx, we have nothing to do with such organisms as we heard of earlier in the meeting, the fusiform bacillus and the spirochaetes~of the mouth; but when the pharynx is encroached upon by the operation, they have always to be reckoned with and to be dreaded. Any wound involving the pharynx or cesophagus is liable to a sloughing infection which very small defects of technique may render extremely dangerous or wholly uncontrollable. The merest scratch of the epithelium of the pharynx leads, as is well known, to the formation of a slough. In laryngo-fissure, there being no implication of the pharynx, it is not necessary to take any special precautions against sepsis, whereas in operations done on the pharynx almost the whole procedure is concerned with protection against the effects of the peculiarly virulent local types of infection. The special dangers.
of the pharyngeal infections are well seen in an operation apparently so simple as the removal of a pharyngeal pouch. If the closure of the gap left by the excision of the sac is not such as to render leakage impossible, there is the gravest risk of very serious and even fatal sloughing cellulitis and mediastinitis. Such forms of cellulitis spread rapidly, and often without much external evidence, and even if the patient survive the immediate danger, are particularly apt, to cause secondary haemorrhage. The length of the period between diagnosis and operation on the primary growth was due to delay in getting a bed in the hospital for the patient, but chiefly to the fact that resection of the thoracic duct at the time of the gland operation led (through escape of chyle) to interference with the healing of the wound. Until the wound made for the neck dissection, which was very extensive, had healed soundly, the operation on the pharynx could not be undertaken.
(February 2, 1917.)
Epithelioma of Left Maxillary Antrum and Left Ethmoid, Four
Years after a Moure's Operation (Lateral Rhinotomy).
By Sir STCLAIR THOMSON, M.D.
THIS case is published in full in the Lancet for May 13, 1916, and was shown before the Clinical Section of the Royal Society of Medicine, February 14, 1913 , and the Clinical Congress of American Surgeons, July, 1914. The interesting points will, therefore, be referred to briefly.
The subjective symptoms were slight and recent; grumbling pain in the cheek for two months. In the Moure operation two facial incisions were made, instead of. the single one now recommended. Alarming symptoms, suspicion of serous meningitis, followed the operation, but subsided in a few days. The growth was a squamous-cell carcinoma, and although it had broken through the canine fossa and the antronasal wall, there is no recurrence after four years. The absence of disfigurement and the comfort of the patient, especially when compared with the operations formerly employed in general surgery, are remarkable. There is no trouble in the way of atrophic rhinitis, in spite of turbinal removal, and there is no epiphora. 
